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ABSTRACT: 
Background : 
Oral health status has been related to oral health behaviour. An important parameter of which 
is the assessment of Dental Neglect. This evaluation will help in providing appropriate health 
promotion activities to the target population.   
Aims: 
The aim of this study was to assess socio demographic variations in Dental Neglect (DN) and 
to determine the association between DN and oral health. 
Methods and Material:  
A sample of 327 aged 16-30 years were enlisted for the study. Demographic details along 
with Dental neglect were collected through a questionnaire. Participants underwent an oral 
examination. Both self reported oral health and oral health status was assessed. Oral health 
status was determined by using the Oral Hygiene Index-simplified (OHI-S) and the Decayed 
Missing Filled index (DMFT). 
Results: 
DNS scores were calculated and a median split was created to form low and high dental 
neglect groups. 52% of the sample was from the high DN group. 57.2% of the participants 
rated their oral health status as all right. A higher number of participants were seen in the fair 
group of oral hygiene status. Significant correlations were found between education and OHI-
S scores. The mean DMFT score was 3.6 +1.6 and higher mean Decayed (D) component was 
recorded when compared to the Missing (M) and Filled (F) components. 
Conclusions:  
Dental neglect is widespread among the population and is associated with self reported oral 
health. Disparities were observed between the socio demographic variables and Dental 
Neglect. The Dental Neglect Scale can be used in dental health promotion and also in the 
evaluation of health promotion interventions. 
Key-words: Dental neglect, oral health, young adults  
Clinical Relevance 
Dental Neglect is an important parameter to assess one’s oral health behaviour .The study 
deals with how measurement of dental neglect can help in oral health planning for education 
and improvement of oral health status of the population. 
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INTRODUCTION 
A  key measure of oral health behaviour is the 
assessment of dental neglect. Assessing oral 
health behaviour in a standardised manner 
can provide a framework and structure for a 
subject which is often perceived as a 
somewhat vague and intangible entity. 
Standardised approaches to the measurement 
of oral health behaviour can enable 
comparisons to be made between individual 
patients and populations, as well as facilitate 
the measurement of changes in oral health 
behaviour with time in a more consistent 
way.
1
  
Dental neglect, manifested in behaviours 
and/or attitudes related to the undervaluing of 
oral health, has been found to be a predictor 
of poor oral health in children and adults, 
measured by indices of caries, toothache, and 
number of teeth lost, among others.
2 
It has been defined as an individual’s failure 
to take precautions to maintain oral health, 
omitting to obtain needed dental care, and 
neglecting the dentition and associated issues. 
It is important to assess the level of dental 
neglect in a population and to identify 
disparities in dental neglect within that 
population to aid appropriate targeting of 
health promotion activities.
3 
Adolescence has been identified as the time 
when personal oral health behaviour may be 
internalized and become habits, as parents 
become increasingly less directly involved in 
their children’s care.2 Dental avoidance is 
apparent in some individuals by adolescence, 
as youth of this age are able to influence their 
dental attendance. Adolescents who do not 
have regular dental visits have significantly 
more caries than their peers. For example, a 
study of Norwegian adolescents (for whom 
access was not a barrier) found that 16.4% of 
those who failed to visit the dentist had 
decayed, missing, and filled teeth (DMFT) 
scores more than one standard deviation 
above the mean, compared with 3.3% of non-
avoiders.
2 
The Dental Neglect Scale(DNS) assesses the 
extent to which an individual cares for his/her 
teeth, receives professional dental care, and 
believes oral health to be more important. 
Since the DNS has been found to be 
associated with poorer oral health and 
irregular dental attendance in previous 
samples, it may be an appropriate measure for 
measuring dental neglect in adolescents. A 6 
item version of the DNS has been 
successfully used among adults in several 
populations. Adults with greater neglect have 
more caries and poor oral health status.
2 
The aim of this cross sectional study was to 
assess the association of dental neglect and 
self-reported oral health and oral health 
status. The study also aims to assess possible 
association between education, income and 
dental neglect.  
MATERIALS AND METHODS 
The present study was a descriptive cross 
sectional study. A pilot study was carried out 
among 10% of the sample. The study 
population comprised of all the patients who 
have come to the college aged 16-30 years in 
the month of July-Aug 2017. A sample size 
of 330 was chosen based on existing 
literature. 3 participants refused to participate 
in the study. So the final number of 
participants was 327. Inclusion criteria was 
patients in the age group of 16-30 years who 
were willing to participate in the study and 
gave consent. Written consent was obtained 
from the patients. 
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A self-administered questionnaire used in the 
study. Demographic details were collected. 
Income was used as a proxy for socio 
economic status. Prasad’s classification 2014 
was used
6
. The Dental Neglect questionnaire 
developed by Thomson et al was used to 
assess the dental neglect. Each participant 
rated six statements using a Likert scale 
which ranged from one (‘‘definitely yes’’) to 
five (‘‘definitely no’’). The statements were: 
‘‘I keep up my home dental care’’; ‘‘I receive 
the dental care I should’’; ‘‘I need dental 
care, but I put it off’’; ‘‘I brush as well as I 
should’’; ‘‘I control snacking between meals 
as well as I should’’; and ‘‘I consider my 
dental health to be important’’.  DNS scores 
were calculated and a median split was 
created to form low and high dental neglect 
groups. Scores from 1-15 were categorized as 
low dental neglect and 16-30 was high dental 
neglect. Self reported oral health status was 
recorded using the question, How would you 
rate your oral health status? The responses 
were scored on a five point Likert scale with 
responses ranging from very good to very 
poor. For analysis it was divided into above 
average where the responses very good, good 
and average were merged. Below average 
consisted of poor and very poor responses. 
All the three parts of the questionnaire were 
self administered. Oral health status was 
recorded using Oral Hygiene Index-
Simplifies (OHI-S) and Decayed Missing 
Filled Teeth Index (DMFT). Ethical clearance 
was obtained prior to the beginning of the 
study from the institution. 
 
 
STATISTICAL ANALYSIS  
Descriptive and inferential statistical analyses 
were carried out in the present study. Chi 
square test, ANOVA and Tuckey’s Post Hoc 
test were used. The Statistical software SPSS 
20.0 (SPSS Inc; Chicago, IL, USA) was used 
for the analyses of the data. 
RESULTS 
Demographic variables have been described 
in Table 1. Majority of the participants were 
male (67.9%), in the age group of 24-30 years 
(62.4%), had an intermediate certificate of 
education (46.5%) and were from the SES 
class 3 (40.1). Table 2 depicts the self-
reported oral health status of the study 
participants. Majority of the study 
participants reported their oral health status as 
average (57.2%) while none of them reported 
their oral health status as very good. 
Females showed higher mean dental neglect 
(15.69+ 2.3). Similarly, dental neglect was 
also higher among participants aged 16-23 
years (15.64+ 2.6) and with intermediate 
certificate (15.71+ 2.2). Participants who 
were of lower socioeconomic status reported 
higher mean dental neglect (15.81+ 2.2) 
(Table 3). 
Participants who reported their oral health 
status as above average level had higher 
dental neglect (55.3%) whereas participants 
who reported below average oral health status 
majority showed low dental neglect (54.4%) . 
Table 4 shows that participants with     higher 
dental neglect had significantly higher mean 
OHI-S (2.60 + 0.7) and DMFT scores (3.74+ 
1.7) as compared to the low dental neglect 
group . 
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DISCUSSION   
Dental Neglect is a novel approach to assess 
the oral health behaviour of a population. The 
present study showed that majority of the 
participants were from the high dental neglect 
group (52%).  The mean dental neglect score 
for the entire study population was 15.61 + 
2.4. The mean scores reported by Thomson et 
al
5
 and Mc Grath et al
1
 were 13 + 3.6 and 
14.81 ±3.62 respectively. The possible reason 
could be that majority of the study population 
had lower education and belonged to lower 
socio economic status. The responses for the 
Dental Neglect Scale, You brush as well as 
you should, you do not receive the dental care 
that you should, You require dental care but 
you put it off, You keep up your dental care, 
from the present study were similar to the 
findings reported by Mc Grath et al
1
. Majority 
of the participants in the present study rated 
their oral health status as all right (57.2%). In 
the study done by Thomson et al
5
, majority of 
the participants rated their oral health status 
as below average. Mc Grath et al
1
 had 
reported the same result. These variations 
may be because of the lack of knowledge 
about oral health among the study 
population.Females had higher dental neglect 
than males. The mean score being 15.69 + 
2.3. This finding is in accordance with the 
study done by Mathur A et al
10
 whereas  
Table 1. Demographic characteristics of 
the study participants  
Thomson et al
5
 and Jamieson et al
3
 found 
males to have higher dental neglect. This 
finding maybe attributed to the increased 
apprehension and fear among females 
towards dental treatment which in turn may 
lead to increased dental neglect. The present 
study found that the mean dental neglect was 
higher in the age group of 16-23. The score 
being 15.64 + 2.6. Similar finding was 
reported by Colman et al
1
. The score in their 
study was 15.96 + 3.46 which was higher 
than all other age groups. Coolidge et al
2
 also 
reported that Dental neglect was high among 
the younger age groups as compared to the 
older individuals. This may be due to an 
   Number 
(%) 
Gender  Male 
Female  
222 (67.9) 
105 (32.1) 
Age in years 16 – 23 
24 – 30 
123 (37.6) 
204 (62.4) 
Educational 
status 
Illiterate 
High school 
certificate 
Intermediate 
certificate 
Graduate / 
post graduate 
16 (4.9) 
67 (20.5) 
152 (46.5) 
92 (46.5) 
Socio-
Economic 
status 
SES class 1 
SES class 2 
SES class 3 
113 (34.6) 
83 (25.4) 
131 (40.1) 
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assumption that, oral health is neglected in 
younger ages and as age increases the 
individuals become more aware of their oral 
health. The finding that dental neglect 
decreased as the income increased reported 
by Thomson et al
5
 is in accordance to the 
present study.  In the present study the 
participants who rated their oral health status 
as below average, majority of the participants 
(54.4%) were in the low dental neglect group. 
However, Locker et al
5
 showed that only 43% 
of the participants who had self rated their 
oral health status below average were in the 
low dental neglect group. 
The mean OHI-S score and the mean DMFT 
was found to be significantly higher in the 
high dental neglect group. The present study 
is the first to give mean OHI-S and mean 
DMFT scores for the participants. The study 
done by Locker et al
5
 showed higher plaque 
scores and higher decayed surfaces in the 
study population. 
CONCLUSION 
The study showed that variations are present 
among study participants with respect to 
demographics, education and socio economic 
status. It was interesting to find that 
adolescents had higher dental neglect than 
young adults. Methods based on self-reports 
are both effective, less costly and also less 
invasive compared to clinical examinations.
4
 
The dental neglect scale used in the study can 
be used to assess the attitude of the 
individuals towards their oral health. Based 
on the amount of dental neglect, health 
interventions can be planned. It can also be 
useful for policy makers to design strategies 
for appropriate and effective . 
LIMITATIONS 
 
The sample was small and one of 
convenience; it would be desirable to conduct 
a follow-up study with a larger, representative 
sample of the population. 
 
The sample used is of one geographical area 
and thus the results may not be generalizable 
to the entire population. 
 
Since the study was self reported and the 
participants were explained about the study in 
detail, there are chances of incorporation of 
social desirability bias. 
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Table 2: Self-reported oral health status of the study participants 
Self-reported 
oral health 
status 
Very good            
N (%) 
 
Good 
N (%) 
Average 
N (%) 
Poor 
N (%) 
Very Poor 
N (%) 
 0 (0) 34 (10.4) 187 (57.2) 87 (26.6) 19 (5.8) 
 
Table 3: Comparison of study participants according to Dental Neglect Scale (DNS) 
 Mean + SD P value 
Gender 
Male 
Female 
 
15.57 + 2.5 
15.69 + 2.3 
 
0.68 
Age Groups 
16 – 23 
24 – 30  
 
15.64 ± 2.6 
14.58 ± 2.3  
 
0.05* 
Educational Status 
Illiterate 
High School Certificate 
Intermediate Certificate 
Graduate/ Post Graduate 
 
15.56 ± 1.7 
15.45 ± 2.4 
15.71 ± 2.2 
15.55 ± 2.7  
 
 
0.89 
Income 
SES class 1 
SES class 2 
SES class 3 
 
15.81 ± 2.2 
15.59 ± 2.3 
15.44 ± 2.7 
 
 
0.50 
 
Table 4: Comparison of Mean OHI-S and DMFT scores according to Dental Neglect 
  OHI-S DMFT 
Low Dental Neglect  2.38 ± 0.7 3.45 ± 1.6 
High Dental Neglect 2.60 ± 0.7 3.74 ± 1.7 
P value 0.005* 0.05* 
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